suggested that it is the abnormal laxity of the splenic ligaments that is the primary aetiology8. An excess incidence in child-bearing years and in the multiparous has raised the possibility of ligamentous lengthening as a cause. Increased splenic mass has also been proposed as a possible aetiology but data regarding malarial and lymphomatous splenomegaly are conflicting; in most patients with a wandering spleen there is nothing wrong with the spleen itself9.
Many patients with a wandering spleen are symptomfree, the condition being discovered incidentally on abdominal examination. Intermittent abdominal pains are a common mode of presentationl. Severe and persistent abdominal pain suggests splenic torsion which may vary from 90 to 160 degrees. Delay in diagnosis risks not only splenic infarction but also pancreatic necrosis10.
How should a symptomatic wandering spleen be managed? At one time the favoured treatment was splenectomy, but this operation is now avoided when possible because of the spleen's important role in the reticuloendothelial system; therefore there is renewed interest in splenopexy. Torsion of the spleen and consequent infarction still necessitates splenectomy. All patients undergoing elective splenopexy should undergo pneumococcal vaccination in case the need for splenectomy should arise during splenopexy. Of the splenopexy techniques describedll, suturing of the spleen is said not to be complicated by haemorrhage though some feel this applies only to paediatric splenopexy where a thicker splenic capsule is more forgiving12. Our approach, whereby a Prolene pouch is fashioned and secured in the left upper quadrant, is novel. The spleen can then be easily placed within and the pouch closed thus securing the spleen in its correct anatomical position. Ectopic ossification of the Achilles tendon is rare but well recognized. Probably the most common causes are minor trauma and previous surgeryl, although similar lesions have been described in infection (including syphilis), renal failure, Reiter's syndrome and crystal arthropathies1 3. The ossification commonly causes no symptoms and pain should arouse suspicion of a fracture4. Where fracture is found, the surgical options include resection with soft-tissue reconstruction, and wire fixation3'5'6. We describe a case managed non-operatively.
CASE HISTORY
A woman aged 67 was seen at her local orthopaedic unit with a one-year history of posterior right ankle pain. She had not suffered any previous trauma to her Achilles tendons and had not been engaged in any unusual activities.
No predisposing factors could be elicited. On examination, tenderness was localized to the distal Achilles tendon, but the Achilles mechanism was intact. Radiographs revealed ectopic ossification in the distal three centimetres of the calcaneal tendon and she was advised to have this surgically resected. Whilst on the waiting list for this procedure, she There was a palpable gap at the site. A positive Simmons/ Thompson test suggested disruption of her Achilles mechanism. Radiographs taken at this stage (Figure 1) suggested an avulsion fracture of her ossified distal calcaneal tendon. The poor skin around her ankle, her obesity and hypertension and her wish not to have surgical intervention led us toward non-operative management. She was placed in an equinus below-knee plaster for six weeks and then in gradually decreasing equinus for a further three weeks. Serial radiographs confirmed a relative reduction of her 'fracture', and subsequent radiographs out of plaster showed no evidence of displacement ( Figure 2 ). Three months after her injury she was mobilizing with one stick, with only slight discomfort in the right ankle and a clinically intact Achilles mechanism. Six months after injury she no longer required any walking aids and was able to walk comfortably and rise on tiptoe. COMMENT Morris and his colleagues have attempted to subclassify radiopaque lesions within the calcaneal tendonl. They distinguish opacities at the tendon insertion (type I) from lesions at the insertion zone more proximally (type II) and from more proximal lesions which encompass a greater tendon mass (type III). Like previous authors, they recommend excision of the ossified part when symptoms are present. Symptoms are thought to be suggestive of a Figure 2 Radiographs at the stage when patient was fully weightbearing: no further separation of ectopic ossification, some distal callus formation fracture2'4. Plain radiography is usually sufficient for the assessment of these lesions, though magnetic resonance imaging may be useful to assess the integrity of any residual tendon and to plan surgical intervention. Lotke recommends excision of the mass in the presence of a fracture2. Soft-tissue reconstruction can be accomplished with plantaris tendon, fascia lata or peroneus brevis grafts or a gastrocnemius/soleus flap, but is technically demanding because of the large soft-tissue gap that has to be bridgedl 3 Successful wire loop fixation has been reported5'6.
We are unaware of previous reports of non-operative management of such a lesion with successful union. Our patient's medical condition and poor skin militated against operative intervention, and we were initially pessimistic about the outcome. Whilst bony union of an ectopic Achilles tendon mass to the calcaneum would not be biomechanically ideal, enough stability has been obtained to allow pain-free weightbearing.
